DISCUSSION.
DR. KENEFICK said that he had been much interested, be cause there is great difficulty in diagnosing the true conditions present in such a case. In the first place, the case gives a his tory of a year's discharge. It is a question whether one would be justified in doing the radical operation on a case with a discharge for a year previously unless there was evidence that it was absolutely necessary. It would seem that the headache in this case would be the keynote upon which to proceed. Head ache is almost pathognomonic of brain involvement-either an epidural or a subdural abscess. Dr. Blackwell had raised the question of stirring up a latent abscess. The speaker said that he himself had succeeded in stirring up such an abscess by a very slight operation in the canal, and bringing the pa tient's life to a sudden close.
Another point was the question of multiple abscesses which might be raised in this case. Dr. Whiting claims for his encephaloscope that it gives such a view that one is not likely to overlook any secondary abscess in the neighborhood. It is barely possible that additional abscess cavities might have been present. We are always led to believe that we must associate a low pulse with cerebral involvement, but Krause, in a recent work, maintains that there can be a great deal of intracranial pressure without specially lowering the pulse.
Dr. Blackwell said that when the dura was exposed in the tympanic cavity granulations were present, which appeared healthy. That is another point-that the dura can appear per fectly healthy and have healthy tissue between the cavity and the source of the abscess. One might raise the question as to the best method of opening into the abscess. That point has been thoroughly threshed out in this Section, and the weight of opinion has been in favor of opening into the brain as near the point of origin as possible. Dr. Blackwell had done well to get through and through drainage at the lowest point. The cavity should be thoroughly emptied by this method.
DR. BRYANT said that there was little left for discussion after Dr. Black well's treatment of the subject, although the time of the origin of the abscess might be considered. That question could not be finally decided, however, as there had been no autopsy. When Dr. Blackwell first saw the dura it was normal ; the second time, it was abnormal. That fact spoke for a recent occurrence of the abscess, and the condi tion of its walls were in favor of an acute process. On the other hand, the early headaches would indicate a latent process. The argument is, perhaps, as good on one side of the question as on the other. There was no definite proof.
The question of the treatment was purely surgical. And such cases should be treated along the general surgical lines which produce the best drainage possible. This can be done only through a wide brain incision. The trouble in most cases of brain abscess is that the surgeon is afraid of cutting into th« brain, and most of the incisions are not large enough. The site of the infection should be thoroughly exposed, and the incision should be triangular, with a wide base. Brain hernia is not dependent as much upon the incision as upon the increased interchondral pressure resulting from the infection.
DR. BLACKWELL, replying to an inquiry in regard to eye symptoms, said that the eyes had been examined, and there was no evidence of papillitis. tion, for it was most important that these cases should be recognized as they pass through the clinic. It is marvellous how much destruction of the mastoid bone, granulation tissue, and formation of pus can go on with apparent freedom from pain and without giving the least temperature. He had thought much about the reasons for the absence of pain and temperature in such cases, and Dr. Braun had given a very good explana tion. His own experience has been that such patients had rather a thick than a thin cortex, and that they have had a large mastoid process with innumerable cells, through which the pus could slowly disseminate, and allow the brain to adjust itself to the conditions. The edema of the posterior supe rior wall is a regular symptom, well recognized in all cases of mastoiditis.. He has frequently operated on that symptom alone, when the patient could blow through the drum and the discharge had apparently ceased. Another characteristic sign was noted in the character of the perforation, which often be comes titlike and protrudes from the drum.
Dr. Braun had not gone into the subject of the bacteriology. Dr. Dixon, at the New York Eye and Ear Infirmary, has reported in a number of these cases that the microorganism most frequently found responsible is the streptococcus capsulatus. This organism produces exactly this condition in all cases. These are the cases that are sometimes brought into the hospitals in a comatose condition. They go home per fectly well, apparently, but we should be on the lookout for them, especially when they have made one recovery and re turn complaining again. They frequently say they have no great pain, but they cannot sleep.
DR. BRYANT said that Dr. Braun's grouping of those cases is a very useful and important one. Such cases are not usually overlooked in the aural clinics, but they are frequently over looked in the general 'clinics. His remarks as to the impor tance of recognizing cases of this kind is quite correct. When the symptoms occur while the patient is convalescing from acute middle ear conditions, they are always a dangerous sign. Dr. Braun's leads up to another, where there has been no perforation from the middle ear abscess. Dr. Bryant has seen cases like this, where the middle ear appeared normal, but where there was a history of recent middle ear inflamma tion.
DR. RAE said that these cases of latent mastoiditis were of great interest and occurred in thé experience of all. Each of such cases has had a more or less acute stage, and the moral of the story is, that the acute stage is the time to operate, before toleration is established.
For various reasons, operations will not always be permit ted, so that doubtless these cases will continue to be seen from time to time. Their occurrence would almost justify the view that once the diagnosis of mastoiditis has been estab lished immediate operation offers the best safeguard to the future welfare of the patient. DR. KENEFICK: The pathologic conditions described to night in cases viewed during life have been minutely described in German literature before 1850, and the bearing they have in producing ear disease was dwelt upon at that time, though, of course, the examinations made were postmortem. This is astonishing, especially when we consider that examinations of the tympanic membrane in the living were made by the greatest otologists by daylight reflected from a hand mirror. It seems now that we can examine the nasopharynx in the living being by Dr. Hays' apparatus. It is impossible to discuss this subject fuiîy, as it is too extensive ; the whole evening could be devoted to the conditipns in the nasopharynx alone.
Dr. Kenefick said that he was especially interested in what had been said about the relations between deflected septa and the ear. Many years ago he himself had been interested in trying to make out whether the ear on the side of the stenosis was constantly affected, and he finally concluded the air con ditions in the nasopharynx were so disturbed that the deflec tion could affect either one or both ears. He wouldn't touch upon the pathologic conditions of the nose, for they are well known, but the pathologic conditions in the nasopharynx have been described to-night in such a way that it is a pity the inclement weather had prevented a larger audience from being present to hear and discuss the paper. We have heard to-night a description of the basic cause of perhaps 95 per "cent of all ear diseases; that is saying a good deal, but after many years of observation of these conditions, especially ir. children, he has come to the conclusion that the conditions which have been described in the fossa, overhanging the tube, protruding against it, and interfering with its drainage and ventilation, are at the bottom of those diseases of obscure origin observed in the internal and middle ear. They are probably due to the vascular conditions produced by these growths and obstructions in the fossa of Rosenmüller and about the mouth of the tube. Finally, it is perfectly evident that when the eustachian tube is closed or its action is inter fered with, a middle ear disease of some kind is sure to follow.
With regard to the conditions which keep up vascular en gorgement, the general poisons, tobacco and alcohol, must be kept in mind. The subject is so extensive that it is impossi ble to decide which ramification is most interesting to consider, but he wished to insist upon the fact that unless the adenoid tissue is removed from the fossae of Rosenmüller, any and every operation is a failure, so far as the ear is concerned. This is a most important point in these days, when physicians are selected for their duties in the public schools and in some other quarters. We all know that the removal of adenoids is considered by some a very slight operation and treated lightly, but it is the duty of the physician to fullv understand this procedure and see that a child who is subjected to this opera tion should have the complete benefits which always follow its proper performance.
DR. COCKS said that Dr. Hays' remarks in regard to the fossa of Rosenmüller interested him especially. For some time he himself had been paying particular attention to this subject whenever he examined a nasopharynx. In addition to adenoid tissue in Rosenmüller's fossa, he has frequently seen mucofibrous bands running across the, fossa. In one such case, observed at the Manhattan Eye, Ear and Throat Hospital, there was a large fibrous band, nearly as thick as a lead pencil, which crossed from the tubal orifice to the wall of the naso pharynx.
Dr. Cocks stated that he has not found the uniform im provement in hearing claimed by many writers who have re ported catarrhal deafness cured by operation upon Rosen müller's fossae, although he has faithfully followed up the after-treatment to prevent recurrence of adhesions. He be lieves, however, that this method should be tried whenever indicated.
DR. BRYANT said that Dr. Hays' excellent pharyngoscope would lead to a more intelligent study of the condition in the nasopharynx. He would like to say a word on the subject of pharyngotympanic ventilation. Dr. Hays used a catheter to discover whether the tube were open or not. Now, it may be physiologically closed, and yet be opened; with a catheter properly introduced any tube not cicatrized can be opened. One must employ a very delicate test for the physiologic function of a tube. Dr. Bryant has always used either Valsalva's, or Politzer's inflation, and in order to observe the drum mem brane during the inflation, has placed the tube in his own, as well as in the patient's ear. In most cases the motions of the drum membrane can be seen during the inflation, although in a few the drum membrane is so rigid as not to yield at all to the pressure.
He has tried Dr. Hays' instrument for some time. It is easily used, and one obtains a view of the nasopharynx that can be had in no other way. The value, however, of the ex amination would be increased if it were supplemented by the older salpingoscope, with which one can see the motions of the tubal cartilages. Dr. Hays' instrument does not permit a very good view of the cartilages when the patient is swallow ing, whereas if you look through the salpingoscope the cartillages can be observed during the act of swallowing. . DR. KENEFICK: With regard to breaking down the adhe sions in the fossa of Rosenmüller he could say nothing, as he had not tried it in a sufficient number of cases to speak authori tatively, but in four or five cases which he had operated upon under nitrous oxide gas, he had not met the success which he had expected. The adhesions which were broken very soon became attached again, and the benefit which was ap parent at first did not last. In regard to the thimble of which Dr. Cocks had spoken, he did not himself believe in using any thing but the finger, and he doubted very much whether it was possible to get any mechanical appliance which would properly clean out the fossa of Rosenmüller without doing damage. The finger is the proper thing to use.
DR. HAYS, in conclusion, said: It was not my intention in this paper to do more than impress upon you the great va riety of pathologic conditions of the nose and throat, espe cially the nasopharynx, which directly or indirectly cause chronic middle ear catarrh. It has been my experience that the treatment of the ears is of secondary importance; if the pathologic condition of the nose or throat is treated properly, the improvement in hearing will often be quite marked. Such an example is shown by the following case, which came to me four months ago. The patient, a man, nearly seventy years of age, was almost totally deaf, not being able to hear a watch at the left ear, and about one inch from the right ear. He was very much discouraged, as he was given practically no hope by many of the most noted specialists. I told him I would give him a month's trial. During that time I treated the nasopharynx directly, making applications of medicaments through the nose into the nasopharynx, which I had in view by placing the pharyngoscope in the mouth. At the end of four weeks a watch could be heard six inches from the right ear and over one inch from the left ear. Very little attention was paid directly to the tympanic cavities.
In regard to adhesions in the fossa of Rosenmüller, I do not wish to leave the impression that simply the removal of them, without any other treatment to the tubes or nasophar ynx, will cause a cure of a middle ear catarrh. Of course, it is impossible to say whether they are responsible for the ca tarrh ; I can only state that in the cases that I have examined I have never found a chronic middle ear catarrh without find ing some adhesions in the fossa of Rosenmüller. The holding of the cargile membrane in place is often a matter of chance. In some cases it will remain in the fossa one or two days. Where it does so, there is certainly no question that it aids con siderably in avoiding the reformation of new adhesions.
